Introduction
An emergent Movement for Global Mental Health (MGMH), supported by the World Health Organisation (WHO) and a range of other funding agencies, is lobbying for the global provision of 'evidence-based' psychiatric and psychological treatments as a moral imperative . Its proponents have made ambitious claims intended to 'sell' the MGMH but these are running well ahead of the facts on the ground (Summerfield, 2008) and attempts to raise debate about the assumptions on which the movement is based have been summarily dismissed. For example, Vikram Patel, one of the leaders of the MGMH, has attacked such critiques as reminiscent of 'the most virulent brand of cultural relativism, which smacks not only of ignorance of a vast body of scientific evidence but more disturbingly of the racist ideologies that led one-time colonial administrators to deny mental health care to the 'natives' because they were either perceived to be psychologically immature or had supernatural treatments to deal with their conditions' (Patel, 2014) . Such astonishing comments ignore the fact that the growing counter-discourse (Shukla et al. 2012; Clark, 2014; Fernando, 2014; Mills, 2014; White & Sashidharan, 2014 ) is serious, evidence-based and contains many 'native' voices. In this paper we will argue that there is, in fact, a far stronger moral case for caution when it comes to the transfer of Western psychiatric theories, categories and interventions to non-Western settings, with their diverse histories, cultural traditions, definitions of the person, economic imperatives and modes of help-seeking.
The dominant paradigm in psychiatry, and that upon which the MGMH is predicated, is technological (Bracken et al. 2012) . Through the lens of this paradigm, which had its origins in the European asylums of the 19th century (Porter, 2002) , mental health problems show up as technical challenges that demand a scientific response. The priorities are to classify accurately, identify universal causal factors and pathways, and to seek efficient forms of intervention. In this formulation, progress is understood to come from scientific researchers and treatments (whether pharmacological or cognitive/behavioural) delivered by trained professionals. The non-technical aspects of care (values, meanings and relationships) are of secondary concern.
This paradigm, however, is based on a set of ontological, epistemological and empirical/therapeutic assumptions that are historically and culturally contingent. We shall define these in turn, show how they shape the claims made for the field, and identify serious challenges to each.
Ontological assumptions
Modern psychiatry understands mental health problems as arising from faulty mechanisms or processes in the brain, or the mind, of an individual. It asserts the ontological equivalence of mental and physical illnesses. The WHO endorses this position, and consistently brackets 'mental, neurological and substance-use disorders' together, arguing that '[t]he absence of cures, and the dearth of preventive interventions for such disorders in part reflects a limited understanding of the brain and its molecular and cellular mechanisms' . The Research Domain Criteria approach, supported by the US National Institute of Mental Health (NIMH), simply accepts that 'mental disorders can be addressed as disorders of brain circuits' (Insel et al. 2010) .
However, this position is based on a profound, but unsubstantiated, assumption: that the mental world of human beings can be understood as simply a product of brain processes. This reductionist ontology is contested both philosophically and scientifically within the Western world, from which it originated (Kirmayer & Gold, 2012) , and where voices of service users are increasingly challenging the hegemony of such explanations (Stastny & Lehmann, 2007) . Moreover, in other cultural settings, 'mental suffering' is often conceptualised as involving spiritual and communal dimensions; something that cannot be understood using a Western ontology, with its primary focus on the individual and his/her 'brain processes'.
The cultural psychologist, Richard Schweder, describes how many people make sense of suffering by tracing 'its genesis to some 'order of reality' where one may point the finger at events and processes that can be held to be the cause' (Schweder, 2003) . Anthropologists study such 'causal ontologies' to tease out the ways in which their explanatory power is entwined with ideas about culture and morality. And, as Kirmayer (2011) points out, 'these ontologies recognise different types of agency or influence as sources of healing efficacy'.
In effect, the MGMH is promoting the conversion of individuals in non-Western settings from traditional and culturally-orientated understandings of states of madness and distress to medico-psychiatric understandings. They are promoting a particular ontology as though it was simply the 'truth'. But, characterising a community's beliefs about suffering as erroneous, carries the risk of undermining the very ontology that can offer people a sense of meaning. Individuals in societies that have shed a religious or spiritual ontology may well be more vulnerable to mental breakdown characterised by a loss of meaning and hope (Bracken, 2002) . Furthermore, there is evidence that the promotion of reductionist biological understandings of mental health problems can actually increase stigma and marginalisation (Angermeyer et al. 2011) .
Epistemological assumptions
A second fundamental claim of the GMH lobby is that mental disorders can be understood by employing the same sort of quantitative scientific tools used to understand other global health issues. For example, in the literature of GMH 'depression' is characterised as a disease in the same way that malaria is, with an aetiology, a symptom picture, a course and a prognosis, with or without treatment. The assumption here is that human emotions and behaviours can be studied independent of context, the 'symptoms' identified are considered to be equally pathological wherever they are encountered. The MGMH states that a key objective is to refine understandings of where to draw the line between 'case' and 'normal', but they pay little regard to socio-cultural issues in this exercise. Patel et al. (2009) simply assert that 'the constellation of symptoms used to characterize depression can be identified in all countries'. In other words, the MGMH is using the template for disorders of mood developed by Western psychiatry as the means by which it examines distress in all the cultures of the world. But anthropological (Obeyesekere, 1985) , sociological (Lewis, 2009) and even historical (Hacking, 1995) research makes it clear that our emotional worlds and what flows from these cannot be separated from the social context in which they arise. States of sadness and depression often relate to loss. As Jenkins & Kleinman (1991) write: 'Culture organizes the experience and interpretation of loss, here as the sting of desperate grief, there as ambivalent silence, elsewhere as concatenations of feelings -guilt with sadness, rage with hopelessness, fear of sorcery with calm acceptance of fate -that hold special salience (and in some cases arguably may only be felt) in particular social systems'. Given this diversity, the claim by the WHO that 'depression' (assumed a unitary, universal pathological condition) is the number one or two most burdensome diseases in the world-more burdensome than AIDS, tuberculosis or cardiovascular disease -is virtually meaningless.
The specific challenges of interpretation that psychiatry faces, outlined by Karl Jaspers a 100 years ago (de Leon, 2014) , are simply ignored by the MGMH. We maintain that, while quantitative, biomedically-framed methodologies have a place in the understanding of mental illness, if we are to do justice to the specific challenges that it poses, these must be secondary to a primary discourse focused on meanings and contexts, values and priorities, relationships and power (Bracken et al. 2012) .
Knowledge and power are always related (Foucault, 1980) . The knowledge that constitutes biomedical psychiatry is produced in Western-based, or Western-oriented, research centres and university departments, and this is the knowledge upon which the discourse of the MGMH is predicated. Asserting its primacy works to undermine systematically the value of local epistemologies.
Empirical/therapeutic assumptions
The MGMH pays lip service to local approaches to healing, but in practice sees them as an obstacle:
'Poor knowledge and stigmatising beliefs among the general population were also identified as key barriers, reducing willingness to seek help' (Eaton et al. 2011) . But the 'help' the MGMH offers is always derived from Western psychiatry. In a GMH paper on 'packages of care for depression', only three forms of intervention are taken to be 'evidence-based'. These are drug treatments, electroconvulsive therapy (ECT) and psychotherapy (either CBT or interpersonal psychotherapy) (Patel et al. 2009 ). In fact, the evidencebase for these treatments in Western societies reveals that most of their efficacy can be explained by 'non-technological' aspects. Two widely reported meta-analyses have demonstrated that the greatest therapeutic benefit of anti-depressant drugs in drug trials is due to the placebo effect (Kirsch et al. 2008; Fournier et al. 2010) . The placebo effect is a complex phenomenon but essentially involves non-technical aspects of care, such as relationships and meanings (Moerman, 2002; Kirmayer, 2011) . The placebo effect is also of substantial importance in explaining the benefits of ECT (Rasmussen, 2009; Read & Bentall, 2010) . Furthermore, meta-analyses of outcomes in psychotherapies indicate that the personality of the therapist and his/her relationship with the patient are of far greater importance than the particular technique that is being used (Cooper, 2008) . Meanings and relationships are central to recovery from mental illness, including (what is termed) 'serious mental illness' (Repper & Perkins, 2003) .
In non-Western settings too, many non-psychiatric interventions work on the basis of generating hope and reducing demoralisation. Such interventions (religious, spiritual, traditional) can be powerfully effective (Fernando, 2014) . In 2002, researchers from Bangalore studied a healing shrine in Tamil Nadu, India. They had interviewed everyone who attended over a 3-month period and found that many of them fulfilled Western criteria for serious mental illness (such as schizophrenia). However they found that most of these improved substantially without anti-psychotic or other medication. The authors note that: 'In addition to the specific healing power associated with the temple, the observed effects may have also resulted from the supportive, non-threatening, and reassuring setting. Healing temples thus may constitute a community resource for mentally ill people in cultures where they are recognised and valued' (Raguram et al. 2002) .
WHO studies in the 1960s and 70s found substantially better outcomes for people with serious mental illness/schizophrenia in non-Western countries than in the West (Jablensky & Sartorius, 2008) . Some researchers have argued that the multiplicity of treatment and healing modalities in such settings may well contribute to better outcomes (Halliburton, 2004) . But local ways of understanding and dealing positively with mental health problems can be easily undermined. Higgenbotham & Marsella (1988) described the problematic uniformity of psychiatric care in the capital cities of Southeast Asia, despite large social, cultural and linguistic differences in these cities. This 'homogenization of psychiatry' had been the legacy of earlier generations of Western psychiatric experts, and had led to 'deleterious initial, secondary and tertiary after-shocks' within local cultural systems, as the diffusion of Western-based knowledge promoted professional elitism and asylum-based responses to distress regardless of context, with overuse of medication and ECT. Indigenous healing systems were undermined, to the detriment of those who had always turned to them.
More recently, Jain & Jadhav (2009) highlighted similar issues in their study of a community mental health programme in North India, which made psychotropic medication available to people in rural communities. They write: 'As the pill journeys from the Ministry of Health to the clinic, its symbolic meaning transforms from an emphasis on accessibility and participation to the administration of a discrete`treatment'. Instead of embodying access and participation, the pill achieves the opposite: silencing community voices, re-enforcing existing barriers to care and relying on pharmacological solutions for psychosocial problems'.
Conclusion
We do not question that important gains can be made through communication and collaboration between mental health workers (however defined) in different parts of the world. But the current movement to promote GMH is characterised by an almost evangelical belief in the benefits of psychiatry. We believe that much of this is irrelevant to the living predicaments of non-Western subjects. The stark reality for the vast majority of people in the non-Western world, transcending everything, is poverty. Currently one quarter of the global population lives in near destitution and 3.5 million children die of starvation annually. What is 'mental health' in this broken social world? (Summerfield, 2012 ). An approach to mental health that does not see contextual issues as primary and that promotes a reductionist understanding of mental illness has the potential to do a great deal of harm. Leaders of the MGMH assert that 'One of the unique aspects of global mental health is the extent of engagement with communities and acknowledgement of context in the design, implementation, valuation and uptake of research' (Patel, 2014) . They also maintain that: 'Much of the driving force in global mental health is led by investigators and policy-makers based in developing countries'. We believe that there is little evidence to support these claims and contend that this movement simply pays lip service to local contexts and understandings. 'Investigators and policy-makers' are often those educated in Western spheres of knowledge. In a world that is fundamentally unequal, with power and wealth overwhelmingly in the hands of the West, any attempt to redress these inequalities has to be based on a profound respect for other traditions. We need an approach that takes critical thinking seriously, that is grounded in humility and an overarching desire to allow the voices from other cultural settings, particularly those of the most marginalised, to be heard and a willingness to learn from them. The current MGMH does not fulfil these requirements.
